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My address concerns the future of training and certifi-
cation for general surgeons and vascular surgeons. I will
discuss the importance of training and certification, the
compelling need for change, the constructive collaborative
processes at work, and why it is advantageous for vascular
surgery to continue to lead from within the existing frame-
work of American surgery. I will also discuss the importance
of our oversight of training and certification, some com-
ments about credentials and competency or performance
assessment, and the public interest in our oversight.
TRAINING, CERTIFICATION, AND
CREDENTIALING
Residency training and certification are the two steps in
the career pathway of surgeons that are under the direct
control of surgical organizations. Residency training is
under the aegis of the Residency Review Committee for
Surgery (RRC-S), the effector arm of the Accreditation
Council for Graduate Medical Education, and certification
is under the aegis of the American Board of Surgery (ABS),
a member of the American Board of Medical Specialties.
The ABS has delegated authority over vascular surgery
certification through its Vascular Surgery Board, members
of which are recommended by our Vascular Surgery Soci-
eties.
An important recognition is that training and certifica-
tion are distinct from credentialing, which is not under the
control of surgical organizations. Indeed, this would be a
clear conflict of interest and restraint of trade. Credential-
ing is under local hospital control.1 ABS certification or
eligibility may be, and often is, a criterion for credentialing
in a given hospital. However, exceptions are almost univer-
sal, and certification may not be a requirement at all. In a
public hospital, a surgeon who can show experience and
satisfactory outcomes will almost always prevail when seek-
ing privileges. A clear understanding that credentialing is
not under the control of surgery organizations or boards
should be a prerequisite to any debate over the training,
certification, and credentialing processes. Furthermore,
vascular surgery organizations, including an American
Board of Medical Specialties member board, cannot forbid
the exposure of general surgery residents to vascular proce-
dures. Currently, 243 general surgery residency programs
exist, in comparison with only 88 vascular programs. That
anyone would advocate a dramatic expansion of vascular
surgery programs is unlikely. Indeed, we are in no position
to do so because we already have significant quality control
problems with our existing programs, with 11 programs
accounting for 50% of all failures of the qualifying (written)
examination. For the foreseeable future, general surgery
residents will continue to have significant training experi-
ence in vascular surgery. Some graduates of general surgery
residencies will choose to practice in hospitals that do not
have board-based credentialing and, like many in this Soci-
ety, will do what they do well. No board, not the American
Board of Colon and Rectal Surgery, not the American
Board of Plastic Surgery, not the American Board of Tho-
racic Surgery, has prevented other specialties from an incur-
sion on their “turf.” Activation of a separate board is
unlikely to confer greater control of our specialty than we
have now with our strong Vascular Surgery Board within a
strong and supportive ABS. Indeed, our influence may well
be diminished. Above all, bear in mind that under no
circumstances can we as surgeons within any framework
control credentialing under the current trade laws in this
country.
COMPETENCY
Performance in practice or competency assessment is
on the horizon as an additional measure of surgeons. All of
the major physician and surgeon organizations are explor-
ing their roles in competency assessment as the public
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pressure has mounted. Those who pay for our services, our
patients, may eventually and properly gain a say in this. Of
note, in particular, is the LEAPFROG organization, a
coalition of employers who now represent nearly 30 million
consumers.2 We must anticipate and accept that these
stakeholders, who control reimbursement, will have a ma-
jor say in the ultimate assessment of individual surgeon
performance, independent of certification and independent
of hospital credentials. This sobering prospect should give
us pause to consider the seriousness of purpose with which
we address change in our training and certification pro-
grams. It is not a time for jurisdictional squabbles and
certainly not a time to become a house divided.
COLLABORATIVE PROCESSES FOR CHANGE
The natural evolution of vascular surgery as a specialty
began 25 to 30 years ago, and our leaders, working within
the current structure of surgery, have brought us to the
enviable status we hold today.3 We attract outstanding
trainees to our vascular surgery training programs. We now
have a designated Vascular Surgery Board within the ABS
that is fully responsible for the examination and certifica-
tion processes. The Vascular Surgery Board recently has
been charged with rewriting the definition of vascular sur-
gery and the “primary component” concept, one of the few
remaining sources of discomfort in our relationship with
general surgery. Through our vascular surgery societies, we
now effectively control the vascular surgery appointments
to the RRC-S, to the ABS, and to its Vascular Surgery
Board. The Association of Program Directors in Vascular
Surgery (APDVS) has become a highly successful and in-
fluential organization to which the RRC-S has turned for
advice and recommendations. As a result, the APDVS
rewrote the essentials for training of vascular surgery resi-
dents, including a requirement for endovascular training
and training in the diagnostic vascular laboratory. Gradu-
ates of our programs now will be qualified in open surgery,
endovascular procedures, and diagnostic vascular technol-
ogy. Together with the Association of Program Directors
in Surgery, the APDVS also defined vascular surgery train-
ing experience for general surgery residents. These accom-
plishments are impressive evidence that our new and evolv-
ing organizational structure is heavily engaged in
facilitating the evolution of our specialty, has been highly
responsive, and has shown the mutual advantages and
feasibility of a collaborative approach with our general
surgery colleagues.
Having participated in some of these processes, I am
proud to say that the vascular surgery organizations have
shown time and time again during these 30 years their
ability to deliver a constructive response to the challenges
that have come our way. We are today in the “cat bird” seat
of American surgery. We have established control over all of
the key aspects of training and certification of our specialty.
Our certificate is highly prized throughout the country, and
our graduates are typically offered their choice of a spec-
trum of challenging opportunities.
OBLIGATIONS TO THE PUBLIC
Going forward, I would like to reflect for a moment on
our role as mentors and leaders who will craft the future of
surgery in this country, an obligation worthy of our atten-
tion and energy. First, let us reflect on who we are as
surgeons. As it stands today, being a surgeon is among the
greatest roles yet devised by any society. To be successful as
a surgeon requires an enormous breadth of skills from those
involved in the technical exercise, to the intellectual chal-
lenges, and to the insightful and compassionate dimensions
as well. In addition, there is a challenging element of
character formation in the training of surgeons that guides
us to make the correct decisions under personally uncom-
fortable circumstances and to accept responsibility for the
consequences of our decisions and actions. In turn, we
receive what is possibly the greatest accolade from our
patients, which is that they entrust us with their lives,
brains, limbs, or other vital organs. In terms of open
operative surgery, no one else can do what we can do, and
in that regard, the public is totally dependent on us. The
patient expects the surgeon to have the knowledge, judg-
ment, skill, and character to justify that trust. The patient
facing an operation is not interested in whether or not the
surgeon can also do angiograms and is not interested in
whether the surgeon’s turf is expanding or being frag-
mented or in anything other than the ability to do the task
at hand. Likewise, the patient facing an angiogram does not
care whether the person doing it is a radiologist, cardiolo-
gist, or a surgeon, as long as that person is highly compe-
tent in what they do. As long as open operative procedures
are necessary, it is our overarching concern to be certain
that we train an adequate number of highly competent
surgeons to fulfill that unique public need.
IMPROVING ATTRACTIVENESS OF SURGICAL
TRAINING
Our ability to sustain the future supply of competent
surgeons received a warning shot this past year with regard
to the results of the general surgery match in which 68
categorical postgraduate year–1 (PGY-1) positions in 40 of
243 general surgery programs were unfilled.4 Because all of
our trainees complete a full general surgery training pro-
gram before entering vascular surgery, this event raises
some justifiable concerns both for general surgery and
vascular surgery. Although this may be a spurious episode,
the data indicate it should be taken seriously. First, there
has been a slight but persistent trend down in the number
of US graduates who enter surgery (Fig 1). Another con-
sideration is the absence of any increase in the number of
PGY-1 positions offered during the past 20 or so years,5,6 a
period in which the population has grown by approximately
30 million (Fig 2). We can anticipate that in the future we
will need more, rather than fewer, surgeons, and we have
evidence that we are already having trouble meeting our
quota of outstanding applicants. In a recent survey of
general surgery chief residents, the dominant attractive
features of vascular surgery were the technical aspects of
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operative surgery, the complex decision making, and the
favorable influence of mentors.7 All of us who work with
residents and students serve as mentors. If it is clear to our
trainees that we are happy with our own choices and happy
in our work, they will take note. We have been and will
presumably continue to be effective in attracting general
surgery senior residents to a career in vascular surgery. The
broader question, however, is whether the decline in the
medical student pool who enter general surgery will have
downstream effects on our programs. At the moment, that
seems unlikely, with 93.5% of general surgery positions
filled even in the current match. Although it may be pre-
sumed that there is also a decline in the quality of students
who enter the surgery pool, that has not been identified as
yet.8 The modest decline in the surgery pool is a cause for
attention and a well-thought, reasoned response.
We in vascular surgery could decide to eliminate com-
pletion of full residency training in general surgery as a
prerequisite to vascular surgery training. Although that is
worthy of consideration, we would be left with the conse-
quences of loss of certification in general surgery and the
question of how much general surgery training is necessary
for the vascular surgery trainee. Data taken from a survey of
surgeons recertifying in vascular surgery indicate that vas-
cular surgeons in practice place a high value on their general
surgery certificate.9 Unlike specialties, such as otolaryngol-
ogy and orthopedics, vascular surgeons require a significant
amount of general surgical training. It is the nature of our
specialty that we must be comfortable working in the
abdomen, the pelvis, the retroperitoneum, the chest, me-
diastinum, neck, and all extremities. In addition, our pa-
tients have a high incidence of comorbidity and the physi-
ologic impact of some of our operations is profound. Thus,
advanced expertise in critical care management is essential.
To take full control of our patients’ conditions, we must
maintain broad expertise in the elements of general surgery.
At the same time, our trainees do not need experience in
advanced general surgical cases, such as Whipple proce-
dures, ileoanal pouches, liver resections, etc. Nor, in turn,
does the general surgery resident need experience with
thoracoabdominal aneurysms, dorsalis pedis bypasses, etc.
A PROPOSAL FOR CHANGE
Legitimate questions about the appropriate distribu-
tion of index cases have prompted a new look at a proposal
that has been on the table, in various forms, for 20 or 25
years,10 which is the possibility of developing a global
tracking system for surgical training that would accommo-
date not only vascular surgery but other subspecialty sur-
gery, such as pediatric surgery, colon and rectal surgery, etc.
Ideally, it would accommodate new subspecialties, such as
transplantation and oncology, as the need arises. Robert
Barnes gave an address to this Society on this very subject as
a special lecture in 1993.11 Paul Friedmann, a former
president of this Society, has also been an advocate, stem-
ming from his years on the RRC-S. Vascular surgeons can
take pride in having forcefully moved in this direction from
the specialty side, and now we have increasing support from
the general surgery side. Recently, the Joint Council of
Surgical Subspecialties of the Association of Program Di-
rectors in Surgery met to discuss the possibility of changes
in general surgery training that might better integrate with
the subspecialties of general surgery. Our representative at
that meeting was Dr Jack Cronenwett, also a former pres-
ident of this Society, along with representatives from car-
diothoracic, colorectal, critical care, and general surgery.
Consensus was reached on a proposal in which general
surgery certification would be possible after a 4-year train-
ing period, provided the resident completed at least 1
additional year of training in advanced general surgery,
plastic, cardiothoracic, or vascular surgery. The PGY-4 year
would be a chief of service year, but advanced-index general
surgery cases, such as esophagectomy, hepatectomy, etc,
would be largely reserved for the 5th year of advanced
general surgery training. For the purposes of vascular sur-
gery, this would allow residents to obtain a general surgery
certificate and a vascular surgery certificate after 6 clinical
years. The ABS qualifying examination would be com-
pleted during the 3rd or 4th year of general surgery train-
ing, and the certifying (oral) examination after the addi-
tional 5th year of training in whatever specialty.
Presumably, the examinations for the specialty would occur
after full completion of the specialty training. This “4 plus”
program would shorten the overall length of surgical train-
ing, retain the outstanding quality of our current certifica-
tion examinations, make the early years of residency train-
ing more interesting and rapidly progressive, rationalize
distribution of index surgical cases to appropriate residents,
and be responsive to further evolution of surgery subspe-
cialties. Adaptation of this program would not exclude
coexistence of a 3-year general surgery/3-year vascular
surgery program, as some have advocated.
OTHER MEASURES TO IMPROVE TRAINING
The shortened training, flexibility in subspecialization,
and seamless integration of the “4 plus” program will
improve the attractiveness of surgical training. It is equally
important that we take this opportunity to incorporate
reform of the work demands of residency training and fully
Fig 1. First-year categoric general surgery positions offered and
filled in 2001 match.
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implement the 80-hour work week. Taken in perspective, a
resident working 80 hours a week for 5 or 6 years can have
all the educational exposure necessary to become an out-
standing surgeon. Of course, work reform must be coupled
with improved quality of that educational experience. In
addition to a standardized, defined curriculum, adequate
supervision by motivated faculty mentors is perhaps the
greatest area for improvement. The counter argument that
residents need unsupervised, independent operative expe-
rience is spurious and often self-serving as residents are
required to provide undesirable coverage or free care with-
out supervision. There is no substitute for a core faculty
who will make the effort to provide graded supervision of
residents as they become more capable of independent
surgery. The Health Care Financing Administration rules
on supervision are clear, and the ethical imperative is even
more clear. We do not build character if we teach residents
there are two classes of patients or that we can mislead
patients who place such enormous trust in us. Work hour
reform, quality education time, mentorship, and supervi-
sion are all areas in which we can effect change to make the
surgery training experience more attractive.
NEXT STEPS
The next step in the advancement of the “4-plus”
proposal is for it to be reviewed by the councils of the
APDVS, the Society for Vascular Surgery (SVS), and the
American Association for Vascular Surgery. Simulta-
neously, there is a task force consisting of representatives of
the American Association for Vascular Surgery, the SVS,
and the APDVS. Thomas O’Donnell, President of the SVS,
and Jack Cronenwett, President of the APDVS, both mem-
bers of this Society, are key leaders of that task force. At the
time of the American College of Surgeons meeting next
month, all of these organizations will be reviewing and
commenting on this and related proposals. In addition, the
ABS will address new models of surgical training in terms of
certification at its annual retreat in January to be followed
by a retreat of the RRC-S in February. It is laudable that all
of the major organizations responsible for defining future
training and certification in general surgery and vascular
surgery are constructively and energetically engaged in this
process.
In looking at the future of vascular surgery, we are now
in a “win-win” situation, ideal circumstances under which
to make progress. It is a time to acknowledge the accom-
plishments of our vascular surgery leaders. It must also be
acknowledged that at times a strong push has been neces-
sary and that the specter of a separate board has been
effective in that regard. We have an unprecedented oppor-
tunity within the new, evolved structure of surgery to move
forward together toward a new model for training and
certification that will endure and have the flexibility to meet
future challenges. I encourage all parties to get on board
and lay claim to this success.
Fig 2. Number of residents completing general surgery training versus US population growth.
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Before concluding, I wish to present the results of a
brief survey of vascular surgery program directors. The
survey was conducted with the unbiased preamble “The
purpose of the following questions is to gain some under-
standing of the current issues between Vascular Surgery
Programs and their respective General Surgery Programs.”
Of 82 program directors, 58 responded. The responses to
questions on the relationship to general surgery are sum-
marized in the Table. A huge majority (54 to four) consid-
ered the relationship with their general surgery program to
be satisfactory. They were unanimous in support of a vas-
cular surgery experience for general surgery residents and
unanimous in accepting responsibility for that training.
They reported no problem in meeting the current vascular
surgery volume guidelines for general surgery residents.
These data, solicited from individual vascular surgery pro-
gram directors in an unbiased format, are heartening and
bode well for our ability to work constructively together
with our general surgery colleagues.
I will conclude with an allegory directed at the intrinsic
attractiveness of independence to the American psyche.12
Our great nation was created through a battle for indepen-
dence from an oppressive foreign power where the griev-
ances and absence of redress over time were clearly defined.
The previous survey shows that is certainly not the case for
independence of vascular surgery. Of the original “13
points of contention,” all but one have been resolved. The
remaining “primary component” issue is now squarely in
our hands for resolution. Our parent board, the ABS, has
itself become a powerful proponent for the evolution and
protection of our specialty and for an enduring system to
accommodate evolving new specialties.
To complete my allegory, the second great formative
conflict for our nation was quite the opposite of a war for
independence. The War Between the States was a costly
effort to maintain the Union, and it held. It was worth the
cost, giving us the strength, security, and prosperity we
enjoy today. Think about where we would be without that.
I submit that the shining statehood of vascular surgery is
now secure; our success within the evolving framework of
surgery is a compelling argument to keep that shining state
of vascular surgery as a leader within the nation of surgery.
We will all be the better for it. We will be stronger, more
secure, and have a brighter, more creative, and more expan-
sive future.
Friends and colleagues of New England, I thank you
again for the great honor of serving as your President and
for your attention to this address.
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Table I. Responses of vascular surgery program directors to questionnaire
Does your service benefit from the presence of general surgery residents? Yes  53 No  2 NR 3
Would you prefer more general surgery residents, fewer, or no change? No change  40 More  17 Fewer  1
How many category I reconstructive cases does the average general surgery
resident perform during his or her residency?
75.5  26.1
If category I is expanded to include arteriovenous fistulas, thromboembolectomies,
and vena cava filters, will you be able to meet a 44-case minimum for general
surgery residents?
Yes  52 Maybe  1 NR  5
Do you think it is reasonable for general surgery residents to have some experience
in surgical management of blood vessels?
Yes  55 No  0 NR  3
Are you comfortable taking responsibility for their training in this area? Yes  54 No  0 NR  4
Is the relationship between vascular surgery and general surgery satisfactory (S) or
unsatisfactory (US) at your institution?
S  52 US  4 NR  2
NR, No response.
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